P ot Indlana Stﬁfﬁ INDIANA STATE DEPARTMENT OF HEALTH State Form 42517 (R /' 4-09) / SBH2T-153-23
Eg SICKLE CELL ANEMIA PROGRAM
e/ Depmment of HE@@ FROPHYLACTIC PENCILLIN ORDER

COMFIDENTIALITY STATEMENT: All information which would permit identification of an individual will be held confidential pursisant to 42 CFR 512.112 and
IC 5-14-3-4(2)(3) and will not be divuiged without the individual's consent excepl as may be necessary lo provide senvices to individual mothers and childran
Information may be disclosad in a summary or statistical form which does nat identify panicular individuals,

Please check one: [ Inftial Request [0 Reorder Date of request (maonth, day, vear): / i

Mame of patiant Address:

Coaunty of residence Date of bith (month, day. yeark: / ! Sex: O M g F

Race / Ethnic group: {check one) [ Black O wWhite ] Hispanic ] nalkan [l Greek [0 Turkish
O Sicilian O Arabian O Asian Indian O Southeast Asian O Oher

Diate of diagnosis of Sickle Cell Anemia (ATTACH LAB REPORT ON INITIAL REQUEST):
Marme of Physician requesting pericillin:

Telephone number: | )
City ! state / ZIP code
QUANTITY PENICILLIN V POTASSIUM QUANTITY EYTHROMYCIN
Bottles | 125 mg powder for oral solution in 100 ml boltles Botles | EES 200 mg granulas for oral suspension
Bottles | 250 mg pewder for oral solution in 100 mi bottles {in 100 mi botties
Botles | 250 mg tablets in battles of 100 Botlies | E sterate 250 mg tablets in bottles of 100
PLEASE ORDER 3 MONTHS SUPPLY. NEW ORDER FORM MUST BE SUEMITTED EACH QUARTER. SUPPLY WILL BE SHIPPED ON A QUARTERLY BASIS
FOR INTERNAL USE ONLY
Please mall your order to:  Indiana State Departrment of Health -
Maternal and Child Haalth 1. Date form receivad: o
hewborn Screening Section -7C 2, Drate logoed i
Z Morth Mendian Street T : ———
Indianapolis, IN 46204 3.-Date order shipped:
4. Order filled by:
Telephone: 317/ 233-1254 5. Mewbom screening number:




